Giant-cell tumours of the spine are very rare. They occur mainly in long bones.
Introduction
Giant-cell tumours (GeT) of bone are rare, and constitute 5% of all bone tumours. 1,2 The majority occur in long tabular bones. 1-4 The lumbar localisation of a giant-cell tumour is also very rare. The purpose of this report is to describe the unusual location of the giant-cell tumour and its magnetic resonance (MR) images.
Case report
A 46 year old female had low back pain for 6 months. She had been operated at another hospital as having a L4-5 protruded interver tebral disc 5 months previously, but her back pain continued and she developed weakness of her feet. The patient was then admitted to our hospital. The physical examination was within normal limits. On neurological examination, there was severe weakness of dorsal and plantar flexion of her feet. The ankle reflexes were bilaterally absent. Plain radiographs of the lumbosacral area showed a severe destructive lesion of the L5 vertebra. A huge mass of the L5 vertebra was seen in MR imaging (Fig 1) .
Preoperatively our diagnosis was an abscess in the previous operating area. To clarify the diagnosis a puncture biopsy was performed under local anaesthesia; the result was negative, therefore she had an operation. When the paravertebral muscles were dissected, a grey brown and highly vascular mass was seen, the laminae and body of L5 vertebra were eroded, and laminectomy was performed. Tumour was fifth lumbar and first sacral nerve roots. The histological appearance of this lesion was ident ical to that of a giant-cell tumour of bone (Fig   2) . There was no complication in the post operative period, and the patient was trans ported with absolute bed rest for radiation therapy to another hospital.
Discussion
There are more females than males in most of the reports on giant-cell tumours of bone.I,4-6 They usually cause symptoms in the third and fourth decades.2 .. 6.7 The femur, the tibia and the radius are the commonest sites for this tumour, 2.6 making up 55% of the lesions.2 Other sites are the sacrum, the fibula and the metacarpals. GeT may rarely be multicentric. 8 Table 1 . Lesions in the s�ine are usually found in the vertebral body, but with continued growth may extend to involve the laminae, spinous process2, 5 and even the paravertebral area-as occurred in our patient.
Giant-cell
Approximately 10% of all giant-cell tumours are malignant,9 and they may metastasise to other organs.I.2 The fre quency of metastatic involvement in the large series of benign giant-cell tumours generally has ranged from 1-6% . 10 Meta static lesions occur mainly in the lungs.
10-13
Solitary metastases to regional lymph nodes, the mediastinum and the pelvis have been reported. Many authors have stated that radiation therapy was important in the malignant transformation of a giant-cell tumour.
6,14
Total or subtotal excision was the initial procedure for all patients with these lesions. Prior to surgery, embolisation may be per formed for the huge vascular mass.5 Secondary procedures include radiotherapy and chemotherapy.
The incidence of local recurrence of a giant-cell tumour is still controversial. According to some authors, this incidence is extremely low. 4,5,7 Other authors have sug-
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Paraplegia 31 (1993) [412] [413] [414] gested that the tendency of local recurrence is high because a giant-cell tumour is a locally aggressive lesion.
1,2,6 Fifteen months after the operation, there was no local recurrence in our patient. These spinal tumours may simulate an aneurysmal bone cyst, multiple myeloma, metastatic tumour, osteosarcoma or fibrous dysplasia.I-3 As a result, we suggested that a giant-cell tumour should be remembered in the differential diagnosis of a protruded lumbar intervertebral disc, as occurred in our case.
